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Objective. This study examined variation in the implementation of California’s Full
Service Partnerships (FSPs), which are supported housing programs that do “whatever
it takes” to improve outcomes among persons with serious mental illness who are
homeless or at risk of homelessness.
Data Sources/Setting. Ninety-three FSPs in California.
Study Design. A mixed methods approach was selected to develop a better under-
standing of the complexity of the FSP programs. The design structure was a combined
explanatory and exploratory sequential design (qual?QUAN?qual) where a qualita-
tive focus group was used to develop a quantitative survey that was followed by qualita-
tive site visits. The survey was used to describe the breadth of variation based on
fidelity to the Housing First model, while the site visits were used to provide a depth of
information on high- versus low-fidelity programs.
Principal Findings. We found substantial variation in implementation among FSPs.
Fidelity was particularly low along domains related with housing and service philoso-
phy, indicating that many FSPs implemented a rich array of services but applied hous-
ing readiness requirements and did not adhere to consumer choice in housing.
Conclusions. There remains room for improvement in the recovery-orientation of
FSPs. Fortunately, we have identified several processes by which program managers
and counties can increase the fidelity of their programs.
Key Words. Mental health, homeless populations, health care organizations and
systems

On November 2, 2004, California voters approved Proposition 63, which was
signed into law as the Mental Health Services Act (MHSA). The MHSA
applied a tax of 1 percent on incomes over $1 million to fund public mental
health services (Scheffler and Adams 2005). The cornerstone of the MHSA
was the implementation of Full Services Partnerships (FSPs). FSPs are

©Health Research and Educational Trust
DOI: 10.1111/1475-6773.12119
INTEGRATING MIXED METHODS IN HEALTH SERVICES AND DELIVERY
SYSTEM RESEARCH

2245

Health Services Research



integrated supported housing and team-based treatment models that do
“whatever it takes” to improve residential stability and mental health
outcomes among persons with serious mental illness who are homeless or at
risk of homelessness (Gilmer et al. 2010).

Consistent with prior efforts focused on reforming the delivery of men-
tal health care in California, the MHSA emphasized concepts of integration,
recovery-orientation, and flexible funding of services, as well as stakeholder
engagement and community involvement (Cashin et al. 2008). FSPs would
provide a range of services, including housing, mental health services, and
educational, vocational, financial, and social supports. Services would be cli-
ent-centered, building on the strengths and resiliencies of clients, and target-
ing long-term recovery and self-sufficiency by providing the physical,
emotional, and intellectual skills needed by persons with mental illness to
live, learn, and work in their particular environments. The FSPs were also
expected to be responsive to stakeholders and adaptive to local contexts.
The emphasis on the vision of integrated, recovery-oriented care that “does
whatever it takes,” the flexibility in funding, and the influence of stakehold-
ers, combined with a lack of specificity and oversight regarding expected
FSP practices, led to the implementation of a diverse array of FSP programs
(Cashin et al. 2008).

The goal of this research was to describe variation in the implementa-
tion of FSP programs and to relate specific components or causes underlying
this variation to current constructs in implementation science (Damschroder
et al. 2009). The Consolidated Framework for Implementation Research
(CFIR) offers a overarching typology for implementation research and com-
prises five major domains: the intervention, the inner and outer settings in
which it is implemented, the individuals involved in implementation, and the
process by which implementation is accomplished. A better understanding
of the variation in implementation of the FSPs may inform whether the over-
arching philosophy of the MHSA allowed FSPs to implement recovery-
oriented programs that were optimized for individuals needs, or whether the
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lack of specificity and oversight resulted in variation that reflected a mix of
recovery-oriented and traditional models of care. Relating this variation to
the CFIR domains may inform the development and dissemination of strate-
gies to optimize the effectiveness and sustainability of FSPs in specific con-
texts, and it may also lead to the identification or more precise specification
of FSP best practices.

Since there was no existing conceptual framework to describe FSP prac-
tices, a framework was developed to compare FSP practices to a benchmark
program sharing similar goals, vision, and structure: the Housing First Model.
Housing First programs provide immediate access to affordable, permanent,
scattered-site housing with tenancy rights, and team-based services according
to a recovery-oriented service philosophy, which draws heavily on the
psychosocial rehabilitation model (Tsemberis 1999). Key elements of this
approach are consumer choice, self-determination, and independence; the
active use of harm reduction, motivational interviewing, assertive engage-
ment, and person-centered planning by program staff; and the absence of
coercive practices.

Studies of Housing First have found it to be effective at improving resi-
dential outcomes among homeless persons with SMI (Tsemberis and Eisen-
berg 2000; Tsemberis et al. 2003; Tsemberis, Gulcur, and Nakae 2004; Mares
and Rosenheck 2007; Pearson et al. 2007). The Substance Abuse and Mental
Health Services Administration considers the Housing First model to be an
evidence-based practice (SAMHSA 2007). Pathways to Housing, Inc. has
developed a site-visit-based fidelity scale that can be used to evaluate the con-
sistency of supported housing programs with the Housing First model
(Tsemberis 2010). In this sequential mixed methods study, we develop a quan-
titative self-administered survey-based measure of fidelity to Housing First,
which we administer across a diverse array of FSP programs, and which we
use in conjunction with qualitative site visits to examine variation in imple-
mentation of California’s FSPs.

METHODS

Design

A sequential mixed methods approach was selected to assess intervention
fidelity and to develop a better understanding of the complexity of the FSP
programs and the multicomponent services that they provide (Alexander and
Hearld 2012). The combined exploratory and explanatory sequential design
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was qual?QUAN?qual, where a qualitative focus group preceded a quanti-
tative survey that was followed by qualitative site visits (Palinkas et al. 2011a;
Fetters et al. 2013, this issue). The design incorporated five distinct functions
of integrating quantitative and qualitative data: development, sampling, con-
vergence, complementarity, and expansion (Table 1) (Palinkas et al. 2011b).
A focus group was used to assist in the development of a survey-based mea-
sure of fidelity to the Housing First model (Fetters et al. refer to this as bridg-
ing). This survey was then administered across a large sample of FSP
programs serving adults, adults exiting the justice system, transitional age
youth, and older adults. Results from the survey were used to purposefully
sample 20 programs for site visits (Fetter et al. refer to this as connecting). The
site visits involved the collection of qualitative data through direct observation,
interviews with programmanagers and staff, and focus groups with clients, and
assignment of a fidelity score. The survey and site visit data were combined to
facilitate interpretation of the data through mechanisms of convergence (com-
paring fidelity scores derived from the survey to those derived from the site vis-
its), complementarity (using the quantitative survey data to provide a breadth
of information and the qualitative site visit data to provide a depth of under-
standing), and expansion (using the qualitative site visit data to help understand
and explain the results from the analyses of the quantitative survey data) .

Table 1: Characteristics of the Mixed Methods Design for Studying Varia-
tions in Implementation among Full Service Partnerships

Function Description and Sample Goal

Development An expert focus group was used to
develop a survey based version of
the Housing First fidelity scale

To develop a self-administered,
survey-basedmeasure of fidelity
to the Housing First model

Sampling Survey data was used to select 20
programs for site visits from the 93
programs surveyed

To purposefully sample programs
to provide rich data on variation
in implementation

Convergence Fidelity scores derived from the
survey were compared to fidelity
scores derived from the site visits for
20 programs with site visit data

To determine the extent to which
assessments of fidelity are
consistent whenmeasured by
survey versus site visit

Complementarity Survey data were used to select high-
and low-fidelity programs that were
compared using qualitative data from
the site visits

To provide both a breadth and a
depth of understanding of
variations in implementation

Expansion Survey data identified county variations
in fidelity that were further explored
using qualitative data from the site visits

To use qualitative data to help
understand and explain results
from the quantitative data
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Procedure

Development of the Housing First Fidelity Survey. The Housing First fidelity scale
was developed for use during a site visit with multiple independent raters,
which was not feasible to conduct across a large number of programs.
Therefore, it was necessary to adapt the fidelity scale to a survey format.
Fidelity items that were scored by trained evaluators after direct observa-
tion were reconfigured to allow responses from program staff. A focus
group reviewed the survey questions for relevance to fidelity, relevance to
the FSP programs, the objectivity of the question, and the ability of FSPs to
respond. Ultimately, 46 questions were approved to measure fidelity across
the five domains (Tsemberis 2010): (1) housing choice and structure; (2) sep-
aration of housing and services; (3) service philosophy; (4) service array;
and (5) program structure. Additional information on survey administration
and fidelity scoring using factor analysis is provided elsewhere (Gilmer, Ste-
fancic, and Sklar 2013).

Sampling FSPs for Site Visits. A map of participating counties is shown in
Figure 1. Twenty-three counties participated in the survey, including counties
in northern, central, and southern California, coastal and inland counties, and
counties with large urban and rural populations (many rural counties with
smaller populations did not receive enough funding to support FSP pro-
grams). Among participating counties, 93 of 135 FSP programs (69 percent)
responded to the survey.

Quantitative results from the survey were used to purposefully
sample 20 FSP programs for site visits. Sampling was a two-stage process.
At the first stage, counties were purposefully sampled using a maximum
variation strategy (Patton, 2002) to provide geographic, political, and eco-
nomic diversity, as well as a wide range of fidelity scores. Participating
counties were selected from southern, central, and northern California,
both coastal and inland, and urban and rural. Fidelity scores exhibited
some clustering by county, and therefore counties were selected that might
provide some insight into the reasons behind this clustering. Within coun-
ties, programs were selected to maximize the range of fidelity scores, as
well as to provide representation of programs designed for specific popula-
tions, including adults exiting the justice system, older adults, and transi-
tional age youth. All of the programs that were selected agreed to
participate in the site visit.
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Convergence. Twenty programs that responded to the survey were selected for
site visits, which were conducted by an experienced team from Pathways to
Housing, Inc. and a qualitative researcher [M. L. K.]. The purpose of the site
visits was to acquire an in-depth understanding of the FSP programs’ fidelity
to the Housing First model through direct observation, interviews with staff,
focus groups with clients, and chart abstracts. Interviews and focus groups
were recorded, providing qualitative data. The FSP programs were scored on

Figure 1: Counties Participating in the Full Service Partnership Survey
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each of the five fidelity domains. These scores, based on a qualitative under-
standing of the programs, were compared with the scores obtained from the
quantitative fidelity survey. Convergence involved merging these data, and
determining the extent to which fidelity scores derived from the survey were
correlated with fidelity scores derived during the site visits.

Complementarity. The survey and site visit data were connected to provide
complementarity; the quantitative survey provided a breath of information on
fidelity across study sites, while the qualitative site visits provided a depth of
understanding of the experience of FSP implementation within a specific site.
The survey was used to identify the top five and bottom five programs with
respect to fidelity. The qualitative analysis of variation in fidelity focused on
identifying important elements of these high- and low-fidelity programs and
the extent to which these elements reflected the domains for the CFIR model
based on data from the FSP program director interviews.

Expansion. The qualitative data were next used to answer questions that
emerged during the process of analysis of the quantitative data. For example,
as described below, the survey data identified county-level patterns of fidelity
to the housing first model, but they could not be used to explain these patterns.
Qualitative analysis of the FSP program director interviews, however,
enabled us to begin to understand and explain the county-level variation that
was identified in the survey data.

Qualitative Methods

Interview transcripts were analyzed using a methodology of “Coding Consen-
sus, Co-occurrence, and Comparison” outlined by Willms et al. (high- and
low-fidelity) (1990) and rooted in grounded theory (i.e., theory derived from
data and then illustrated by characteristic examples of data) (Glaser and
Strauss 1967). The second author coded the program director interview tran-
scripts using a master codebook created through an iterative, collaborative
process involving the fourth author and two research assistants. To create the
codebook, the second and fourth authors each separately conducted an initial
round of open coding on a set of randomly chosen transcripts. The lists of
codes developed by each investigator were matched and integrated into a
single master codebook, which included short descriptive statements and
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examples to illustrate and define the boundaries of specific codes (i.e., the
inclusion and exclusion criteria for assigning a specific code) (Miles and
Huberman 1994). Next, a new sample of transcripts was independently coded
by the second and fourth authors and the two research assistants. Disagree-
ments in assignment or description of codes were resolved through discussion
among all four investigators, resulting in enhanced definitions of codes. The
final codebook consisted of a numbered list of categories representing themes,
issues, accounts of behaviors, and opinions relating to individual, organiza-
tional, and system characteristics that influence implementation of the FSP
model. With the final coding structure, the four investigators separately
reviewed a random sample of transcripts to determine level of agreement in
the codes applied. A level of agreement in the codes applied ranged from 66
to 97 percent depending on level of coding (general, intermediate, specific),
indicating good reliability in qualitative research (Boyatzis 1998). Based on
these codes, the computer program Atlas.ti (Muhr 2004) was used to selec-
tively code the program director interviews for segments of talk relevant to
the issues of county influence and high and low fidelity. The Atlas.ti program
was further used to sort the coded segments and explore relationships among
the categories, and to create new codes for categories that emerged during the
coding process, that is, to identify the existence of new, previously unrecog-
nized categories. Through the process of constantly comparing these catego-
ries with each other, the categories of interest were identified and further
condensed into broad themes that were summarized and used to complement
and expand on the quantitative findings (Palinkas et al. 2011a). Finally, a tem-
plate approach (Crabtree and Miller 1992) to text analysis was employed to
create a two-dimensional matrix with high- and low-fidelity programs on one
dimension and the list of CFIR predictor variables on the other dimension.
This template enabled us to make two types of comparisons between high-
and low-fidelity programs: (1) presence or absence of a specific CFIR variable
in the identified codes/themes elicited and (2) contrasts in the character of the
CFIR (categorical or interval) if present in both groups of programs.

RESULTS

Quantitative Findings

Few FSP programs reported high fidelity to Housing First ingredients as mea-
sured by several items in the housing/service philosophy domain (see
Table 2): only 14 percent of programs indicated that at least 85 percent of their
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participants were living in scatter-site housing, only 43 percent of programs
reported not have housing readiness requirements such as completion of time
in transitional housing or treatment, sobriety or abstinence, medication com-
pliance, psychiatric symptom stability, or willingness to comply with a treat-
ment plan; and only 30 percent of programs provided standard lease
agreements without similar treatment provisions.

Table 2: Fidelity to the Housing First Model among Full Service Partner-
ships Responding to the Housing First Fidelity Survey (N = 93)

Housing/Service Philosophy High Fidelity (%)

Housing choice and structure
Fewer than 30% of participants live in emergency, short-term, transitional,
or time-limited housing

73

At least 85% of participants live in scattered-site permanent supported
housing

14

Separation of housing and services
Access to permanent housing requires only face-to-face visits with program
staff and adhering to a standard lease

43

Themajority of participants in permanent housing have a lease or occupancy
agreement that specifies their rights and responsibilities of tenancy and
which do not include provisions regarding adherence to medication,
sobriety, or a treatment plans, or adherence to program rules such as
curfews or restrictions on overnight guests

36

Service philosophy
Participants have the right to choose, modify, or refuse services and supports
at any time

63

Participants with serious mental illness are not required to takemedication
and/or participate in treatment

67

Participants with substance use disorders are not required to participate in
substance use treatment

81

Program follows a harm reduction approach to substance use 76

Service Array/Program Structure High Fidelity (%)

Service array
Program provides three or more approaches to substance use intervention 69
Program provides opportunities for community-based employment 75
Program provides opportunities for supported education in the community 88
Program provides opportunities for community-based volunteering 93
Program provides three or more approaches to support participants with
physical health issues

71

Program provides three core social integration services 71
Program structure
Program staff meets at least 4 days a week 41
Programmeetings address four core functions 74
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In contrast, more FSP programs met the standards for high fidelity in
the service array/program structure domain, including not having require-
ments for participation in services (63 percent), pharmacotherapy (67 per-
cent), or substance use treatment (81 percent). Similarly, the majority of
programs endorsed a harm reduction approach to substance use (76 percent).
Most programs also met fidelity standards with respect to availability of sub-
stance use services as well as services to support community employment,
education, volunteering, physical health care, and social integration.Most also
utilized a team approach to service delivery wherein participants received ser-
vices frommultiple staff.

Merging the survey and site visit data allowed comparison of fidelity
scores among the subset of 20 programs where site visits were conducted. The
housing/service philosophy factor from the survey was strongly correlated
with the fidelity score from the site visit: q = .708, p < .001. The service array/
program structure factor was moderately correlated with the fidelity score
from the site visit: q = .335, p = .149. Visual comparison of the scores
obtained from the two methods revealed that there were two programs that
scored high on the service array/program structure factor in the survey but
low on the site visit fidelity score. Excluding these two programs increased the
correlation between the service array/program structure factor and the site
visit fidelity score: q = .635, p = .005.

The survey was used to identify the top five and bottom five programs
with respect to fidelity housing/service philosophy, and the top five and
bottom five programs with respect to service array/program structure. The
resulting 15 programs were studied in more depth using qualitative analyses
of the program manager interviews: eight programs were high fidelity with
respect to housing/service philosophy and/or service array/program struc-
ture, and seven programs were low fidelity in one or both factors. The sur-
vey was also used to identify county effects on fidelity to housing/service
philosophy: the interclass correlation coefficient was .88 (SE = .08), com-
pared with .25 (SE = .27) for service array/program structure. Finally, the
survey was used to examine variations by program type. FSPs that served
adults exiting the criminal justice system had lower fidelity to housing/ser-
vice philosophy (q = �.23, p = .029), resulting from court-mandated
requirements for participants to complete time in transitional housing or
treatment before gaining access to permanent housing: 50 percent of crimi-
nal justice FSPs had such requirements compared with 23 percent of other
FSPs (p = .034).
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Qualitative Findings

Analysis of transcripts of the program directors’ interviews revealed 15 quali-
tative themes that were consistent with three of the five major domains of the
CFIR (Damschroder et al. 2009): characteristics of individuals (in this case,
the program directors), inner setting, and outer setting (see Table 3). These
themes are described below.

Individual Characteristics. This CFIR domain captures the role of individuals
involved with the intervention and/or implementation process, with the
understanding that “individuals are carriers of cultural, organizational,
professional, and individual mindsets, norms, interests, and affiliations.”
Interventions are implemented by individuals, and thus it is important to
understand how individual characteristics affect the implementation process.
Six themes can be described as individual characteristics of program direc-
tors: (1) value orientation to FSP goals; (2) prior experience with programs
similar to high-fidelity FSPs; (3) value orientation to the client; (4) medica-
tion philosophy; (5) housing philosophy; and (6) political awareness and/or
connections.

Value orientation to FSP goals: Directors of high-fidelity programs display
values-based leadership focused unequivocally on client needs, which tends to
segue explicitly or implicitly with a recovery orientation. In contrast, directors
of low-fidelity programs emphasize non-recovery-oriented and non-client-
focused priorities, such as achieving cost savings, and treat as acceptable or
even endorse physical settings (e.g., restricted client access to staff offices;
guarded entryways) and behavioral norms (e.g., crisis orientation) that hinder
or contradict recovery.

Prior experience with programs similar to high-fidelity FSPs: The prior work
experience of program directors is associated with fidelity, with directors of
high-fidelity programs more likely to have had significant experience working
in similar service models with a psychosocial rehabilitation or recovery
approach. Directors of low-fidelity programs were more likely to have experi-
ence in more traditional models of care.

Value orientation to client: Directors of high-fidelity programs orient to
clients as equals. They tend be empathic with client perspectives and
experiences and treat clients’ points of view as valid and authoritative, and
they expect their staff to do the same. Directors of low-fidelity programs orient
to clients as less competent than themselves and their staff. They tend to be
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paternalistic and feel justified in making decisions for clients, even when those
decisions are different from client preferences.

Value orientation to treatment—medication: This theme related to the impor-
tance of medication and its role in the treatment process. In the contrast pre-
sented in Table 3, the director of a high-fidelity program prioritizes income and
housing over medication as most important for clients’mental health, while the
director of a low-fidelity program prioritizes saving money and does not distin-
guish betweenmedication and housing in terms of treatment effectiveness.

Value orientation to treatment—housing: The high-fidelity program direc-
tors were not equally emphatic about scattered site housing, but they shared a
philosophy of housing as a treatment intervention, preferring scattered site
housing with an understanding of its therapeutic value. Directors of low-fidel-
ity programs were more likely to display an ad hoc pragmatic view toward
housing as getting people off the streets and out of institutions, but without a
sense of the different clinical or recovery implications and challenges of differ-
ent housing options.

Political awareness/connections: Four of the high-fidelity program directors
displayed a high level of awareness of the local (city and/or county) political
context and how it affected their FSP programs. Two of these individuals had
also been active in trying to influence the political context in terms of shaping
policy. In contrast, none of the low-fidelity program directors discussed how
their programs fit into or were affected by local politics.

Inner Setting. Damschroder et al. (2009) consider that “the line between inner
and outer setting is not always clear and the interface is dynamic and sometimes
precarious.” Specific characteristics of inner setting include “tangible and intan-
gible manifestation of structural characteristics, networks and communications,
culture, climate, and readiness.” For our purposes, inner setting refers to aspects
of the FSP programs and includes any larger program or agency that directly
influence program culture, staff, policies, or protocols. The six themes identified
in the program director interviews that relate to inner setting cluster around
culture, climate, and readiness. They are (1) program goals; (2) continuity or
change in approach to housing services; (3) staffing; (4) control over decision
making; (5) language/usage; and (6) distribution of housing funds to clients.

Program goals: Program directors spoke generally about the program
goals in ways that provide insight into the culture of their programs because
they embody organizational norms, values, and basic assumptions. Whereas
directors of high-fidelity programs emphasize that the goal of the program is
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to improve clients’ quality of life, directors of low-fidelity programs emphasize
managing client service utilization, such as keeping them out of hospitals and
prisons.

Continuity or change in approach to housing services: Continuity captures
whether the FSP philosophy was largely consistent with the existing staff’s ori-
entation and program structure. All high-fidelity programs that were in exis-
tence prior to becoming FSPs had a service philosophy and approach to
services that closely matched the design of the FSP. In contrast, low-fidelity
programs were operating according to a traditional philosophy and contin-
uum of care approach, and would have required a great deal of change to be
brought into alignment with the recovery-oriented FSP philosophy.

Staffing: High-fidelity programs place great importance on hiring staff
whose personal values and beliefs align with recovery-oriented goals and
approaches. High-fidelity program directors with less control over hiring may
identify staffing as a problem or describe actions they have taken to encourage
and support staff to move in a recovery-oriented direction. Low-fidelity pro-
gram directors often have little control over staffing, as illustrated in Table 3.
In cases where the low-fidelity director does have control over hiring, a recov-
ery orientation does not seem to be a central criterion.

Control over decision making: Program directors’ descriptions of decision
making on behalf of clients reveal whether they and their programs are commit-
ted to client-driven or client-centered decisionmaking. Directors of high-fidelity
programs describe client-centered approaches to decision making, which
involve clients as active participants in decision making and a staff orientation
to taking clients’ expressed preferences seriously. Directors of low-fidelity pro-
grams describe decisions being made for clients by staff with little involvement
of clients themselves and with little weight given to client preferences.

Language/usage: Several high-fidelity program directors made explicit
reference to the importance of language for implementing client-centered and
recovery-oriented services. Low-fidelity program directors displayed less con-
cern with language per se, and often used language that was at odds with a
recovery orientation. In cases where low-fidelity program directors were
aware of the importance of language, they describe barriers to implementing
the use of recovery-oriented language among staff.

Distribution of housing funds to clients: Program directors had different
approaches to distributing housing subsidies to clients. This difference was
striking since housing subsidies was a core feature of the FSP design. High-
fidelity programs seemed to align with the understanding that their goal was to
use the funds they had for housing to subsidize clients in permanent housing
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of the client’s choice. Directors of low-fidelity programs expressed ambiva-
lence about providing housing subsidies. This was illustrated in statements
like “We’re not a housing program” and through reports that they only pay for
housing for a few of their clients.

Outer Setting. Damschroder et al. (2009) define outer setting as “the
economic, political, and social context within which an organization resides.”
The final three themes related to the outer setting of the programs: (1) target
population; (2) FSP external networks and social capital; and (3) county policies.

Population served: Program directors of high-fidelity programs describe
their clients as underserved. In contrast, directors of low-fidelity programs refer
to their clients as “high utilizers” of services, meaning people who have frequent
and/or prolonged contact with the hospital and prison systems. While these
individuals may require additional assistance to avoid homelessness and main-
tain independence, they are nevertheless considered to be already engaged with
the system and receiving services. When programs do outreach and recruit cli-
ents who have had little or no prior contact with the system, they are reaching
the population for which programs like the FSPs and Housing First were pri-
marily designed. While these distinctions are not absolute, since many pro-
grams do include individuals from both the unserved and high utilizing
populations, they do indicate different emphases and understandings about the
program purpose, which translate into different fidelity rankings.

FSP external networks and social capital: There is some evidence of larger
and more extensive networks among high-fidelity programs. Moreover, hav-
ing a high-fidelity program that is a “model” program may be associated with
higher fidelity county-wide. The data suggest two possible mechanisms for
this: the influence of model programs/activist directors on county policies and
proximity of model programs enabling closer and more frequent contacts.
Low-fidelity programs appear to be less well networked with high-fidelity pro-
grams. They may be networked with other low-fidelity programs, or they may
not be aware of connections that would help them to transition to a higher
fidelity program.

County policies: Program directors spoke at times explicitly about how
county policies affected the implementation of their FSPs. These policies can
promote or hinder fidelity. Many of the high-fidelity programs were already
organized and functioning according to models very similar to the FSPs, but
others described getting a great deal of support, guidance, andmonitoring from
the county in how to operate according to the FSP philosophy. In contrast,
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directors of low-fidelity programs described county policies that interfered with
recovery goals. One of the most striking was one county’s requirement that
FSPs not have waiting lists for clients. This had the effect of imposing time lim-
its on clients irrespective of their needs. According one director, it was often
very difficult to decide who to discharge from the program, and discharged
clients were likely to return. This requirement had wide-ranging effects on
the program, including reconsidering program goals and per capita spending.
All of the FSPs in this county were ranked as low-fidelity programs.

DISCUSSION

This article examined variation in the implementation of California’s FSPs.
A sequential mixed methods approach was selected because of the absence of
a conceptual framework for FSP programs, because of their utility in assessing
intervention fidelity and developing a better understanding of the complexity
of the FSP programs and the multicomponent services that they provide
(Palinkas et al. 2011a; Alexander and Hearld 2012). We found substantial
variation among programs in fidelity to the Housing First model. Fidelity was
particularly low along domains related with housing and service philosophy,
indicating that many FSPs implemented a rich array of services but applied
housing readiness requirements and did not adhere to consumer choice in
housing. The infusion of FSP funding may have served to expand existing
resources for housing and services, but in many cases this expansion did not
necessarily include adoption of a new program model or service philosophy.
Rather, the funding enhanced programs’ abilities to utilize existing networks
of housing providers, which had most commonly been congregate/residential
treatment settings such as room and board or board and care.

Our analysis of semistructured interviews with programdirectors revealed
15 themes organized into three domains of the CFIR (Damschroder et al.
2009): individual characteristics of program directors, the inner setting, and the
outer setting. Directors of high-fidelity programs consistently put client recovery
at the center of decision making and service provision. In contrast, directors of
low-fidelity programs often put cost saving or other administrative concerns and
staff judgments at the center of decision making. Thus, consistent with previous
studies of the role of organizational leadership in implementation of evidence-
based practices (Edmondson 2004; Aarons 2006), program director priorities
and the underlying values or concerns determining the choice of priorities
appear to be key determinants of program fidelity. Values are central to culture.
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As such, program directors may be theorized as important agents in the produc-
tion, maintenance, and development of program cultures and their recovery
orientation. Also consistent with previous studies of evidence-based practice
implementation (Glisson and James 2002; Gershon et al. 2004; Greenhalgh
et al. 2004; Glisson and Green 2006) is the finding that high-fidelity programs
are more likely than low-fidelity programs to have cultures and implementation
climates that are compatible with the housing first model and to display
readiness for implementation. Finally, three aspects of the outer setting associ-
ated with program fidelity are the target population, connections with other
FSPs, and county policies. Being located in a county with a model program
appears to be a good predictor of fidelity, and this is supported by evidence of
networking betweenmodel programs and other programs in the same counties.

This study had some limitations. Participation in the survey was volun-
tary, and not all FSPs participated. Although we developed a framework with
input from FSP stakeholders, it is possible that we are missing important ele-
ments of the FSP model as conceptualized by those who implemented the
MHSA legislation. The qualitative analyses employ data from only the FSP
program director interviews. Future analyses will include data from interviews
with other program staff. Despite these limitations, we believe that the findings
of this study will inform both FSP practices in California as well as efforts
aimed at implementing Housing First programs nationwide. Overall, we
found that there remains room for improvement in the recovery orientation of
some FSP programs, and we have identified several processes by which pro-
grammanagers and counties can increase the fidelity of their programs.
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